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effectiveness and "recommendations should be
explicitly linked to that evidence".

The College CPGs steering group Intends to
produce guidelines at a rate of two per year. In the
Interim, clinicians may wish to look at guidelines
which are already in existence for a specific area
of clinical practice. Criteria have recently been
published (Hayward et al, 1995) which allow the
clinician to critically evaluate the validity and
utility of guidelines (Including those which will be
produced by the College) before adopting them in
local clinical practice.

In the preparation of practice guidelines, I
anticipate that many areas will be identified
where the research evidence for the effectiveness
of Interventions is not available. It is hoped that
this will demonstrate the need for further well
designed and funded research.
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Diversion of mentally disordered
offenders: a step too far?
Sir: There is reluctance on the part of the police
and the Crown Prosecution Service to prosecute
mentally disordered Individuals who have com
mitted offences. This is frequent when the
offender is living in the community but most
marked when the offender is In hospital and
particularly when detained under the Mental
Health Act.

Where there is a causal relationship between
mental illness and an offence, diversion into
psychiatric treatment is more just and humane
than imprisonment. Regretfully, the overwhelm
ing majority of offences committed by mentally ill
persons are not causally related to the Illness;
they instead represent an epiphenomenon related
to the offender's perception that diagnosis of

mental Illness Indemnifies him or her against
punitive judicial action.

The Clunis report highlighted the failure of the
Metropolitan Police to charge Clunis with re
peated offences that he committed; as a result,
his record of convictions bore no entries for
offences of violence despite a very long track
record of violent behaviour. He was instead
diverted into the psychiatric system without any
record of his dangerousness.

Supervision registers will not solve this problem
since they blur the distinction between danger to

others and to self, and without a centralised on
line system available to every police station and
psychiatrist, information forewarning of danger
ous behaviour is generally unavailable until too
late.

Effective rehabilitation strategies must make
use of rewards and punishments: if mentally ill
patients know that they can offend In a way that
their 'healthy' counterparts cannot, without

attracting punitive measures, then they will
continue to offend, particularly when significant
degrees of personality disorder are present.

Care in the community is all very well for the
majority of those with severe and enduring
mental Illness but it must be backed up by
facilities for those who repeatedly offend. A
particular problem is posed by those who offend
while In mental states which are self-induced -
patients with mental illness who abuse illicit
drugs or who fail to take their prescribed
treatment, and it may be appropriate for long-
term Institutional care to be provided for such
individuals.

Mentally disordered offenders are still offenders
and should be charged and convicted. Diversion
should take place with regard to the penal rather
than the legal system.
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Care programme approach in the
community
Sir: Chris Gllleard gave a comprehensive descrip
tion of the Intertwined processes of care pro
gramme implementation and audit in two London
Boroughs (Psychiatric Bulletin, December 1995,
19, 750-752). The audit looked at both percen
tages of psychiatric patients who had care
programmes and various quality standards to
do with the care programme process itself. In
Bristol we performed a retrospective case notes
audit focusing on in-patients from units in two
Health Care Trusts. This showed a similar trend
of increasing rates of care programming for
patients discharged in May 1995 compared to
the two previous years. Results from the third
Health Care Trust In Bristol were also available
for May 1995 and with the combined data we
were able to address the question "which patients
are not getting care programming?'

In all three Trusts, patients admitted for longer
periods were more likely to have a care pro
gramme and those in hospital for less than one
month, the least likely. With respect to age there
was no clear relationship other than that the over
65 years of age group fared best. Those patients
with organic diagnosis (FOO-F09) were most likely
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